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without destroying the strength of the arterial wall, and the 
anastomosis. In an experience of many years, no episode of 
hemorrhage has resulted. If the arterial wall is friable and 
calcified, patching with Teflon felts on the outer surface of 
the arterial wall may be all that is needed to secure the stitch. 
In the United Kingdom cost containment and resource 
management have focused attention on simple inexpensive 
yet effective techniques, which also avoid turf wars with 
owners of the orthopedic and dental drills. We suspect that 
Dr. Hutson's method may lead to undue hemorrhage for 
patient and surgeon alike! 
Richard le tL Bird, FRCS, MS 
George Hamilton, FRCS 
Department ofVascular Surgery 
The Royal Free Hospital and School of Medicine 
Pond Street 
London 
NW3 2QG 
United Kingdom 
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Reply 
To the Editors: 
I want first to compliment Drs. Carpenter and Melliere 
on an excellent idea and second to apologize for not citing 
their publications. I assure you that this was not intentional 
and indeed find that I must add Dr. Friedman ~to the list. 
The use of a straight needle as a bit (as described by 
Carpenter) is certainly an appropriate choice because they 
are readily available and function satisfactorily. We found, 
however, that these needles tend to "wobble" even when 
shortened considerably, and thus we changed to the 
broad-based drill bit. The use of a dental drill, as described 
by Melliere, seems to be the best choice of instruments 
because of its size and right angle configuration. We have 
simply not been able to have this readily available and thus 
have no experience with its use. Otherwise, itwould be my 
first choice. I was introduced to "crushing" as a solution to 
this problem, 25 years ago, and have used this technique on 
a number of occasions. I find it to be crude, at best. In 
addition, the vessel must be completely mobilized and, as 
pointed out by Friedman, this is often undesirable. The use 
of a towel clip seems analogous to chewing a steak 
with only one upper and one lower tooth-which don't 
meet. 
Duane G. Hutson, dVZD 
University of Miami School of Medicine 
Department of Surgery (R310) 
PO Box 016310 
Miami, FL 33101 
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The role of  an ipsilateral carotid artery lesion on 
carotid subclavian bypass patency 
To the Editors: 
We read with interest the study by Vitti et al. (J VASC 
SURG 1994;20:411-8). The authors report their large 
experience (124 patients) on carotid-subclavian bypass 
(CSB) with excellent results (5- and 10-year patency rates 
were 98% and symptom-free survival rates were 90% and 
87%, respectively). They did not notice any significant 
adverse ffect of a concomitant carotid artery endarterec- 
tomy on short- and long-term bypass patency. Similar 
results were in fact observed with or without an associated 
carotid endarterectomy. Moreover they concluded by 
claiming that CSB in a safe, highly efficacious, and durable 
procedure in the treatment of symptomatic occlusive 
disease of the proximal innominate and subclavian arteries. 
Conversely, in our experience 1 the presence of a 
concomitant ipsilateral carotid artery lesion, regardless of 
whether it is surgically treated, at the time of the 
extraanatomic procedure represented an important risk 
factor for the CSB patency. The 5- and 10-year patency 
rates were in fact 100% for CSB grafts performed on 
patients without a concomitant carotid artery stenosis and 
66% and 40.8%, respectively, for CSB performed on 
patients with an ipsilateral carotid artery lesion (p < 0.05). 
The detrimental effect of an ipsilateral carotid artery 
lesion was also observed by Edwards et al.2 in four patients 
who underwent carotid-subclavian transposition (CST). 
One patient who underwent a CST and a concomitant 
carotid endarterectomy had a fatal stroke after 18 days. In 
the remaining three patients the progression of the 
proximal common carotid artery lesion caused a midterm 
thrombosis (one case) or symptom recurrence (two cases). 
The rare presence of an ipsilateral carotid artery lesion 
in patients affected with a subclavian steal syndrome should 
dissuade the surgeon to perform aCSB and suggest the use 
of an axilloaxillary bypass graft. In our series the 5- and 
10-year ate of axilloaxillary bypass in these patients were 
100% (overall 87.9%). 
We also disagree with the authors on the value and 
correct use of CSB in the treatment of proximal innorninate 
artery lesion. In our opinion the presence of this lesion 
contraindicates the use of CSB or CST and recommends 
the use of an axilloaxillary bypass graft or an anatomic 
revascularization procedure. 
